The study aimed to explore the subjective need of healthcare professionals for ethics consultation, their experience with ethical conflicts, and expectations and objections toward a Clinical Ethics Committee. Staff at a university hospital took part in a survey (January to June 2010) using a questionnaire with open and closed questions. Descriptive data for physicians and nurses (response rate ¼ 13.5%, n ¼ 101) are presented. Physicians and nurses reported similar high frequencies of ethical conflicts but rated the relevance of ethical issues differently. Nurses stated ethical issues as less important to physicians than to themselves. Ethical conflicts were mostly discussed with staff from one's own profession. Respondents predominantly expected the Clinical Ethics Committee to provide competent support. Mostly, nurses feared it might have no influence on clinical practice. Findings suggest that experiences of ethical conflicts might reflect interprofessional communication patterns. Expectations and objections against Clinical Ethics Committees were multifaceted, and should be overcome by providing sufficient information. The Clinical Ethics Committee needs to take different perspectives of professions into account.
Introduction
Medical interventions and decision-making processes in healthcare are becoming increasingly complex because of new knowledge based on medical research and the pluralism of modern societies regarding moral or religious values and lifestyles. Furthermore, healthcare systems undergo considerable economic strain. Public political, and medico-legal debates about patient autonomy, euthanasia and assisted dying raised the awareness of ethical implications in medicine. Therefore, the importance of ethics in the clinical field is increasingly noticed. 1 Ethical conflicts emerge if two or more principles or values collide with each other or with institutional constraints, and can result in moral distress for healthcare professionals (HCPs). 2 The different professional roles of involved professionals, for example physicians and nurses, might result in different perspectives on ethical conflicts or even cause ethical conflicts themselves. 3, 4 Lack of resources (time, staff, and beds), legislation colliding with clinical practice and conflict of interests (between patient and colleagues or between professions) may lead to ethical dilemmas in healthcare, while the prevalence of structures that provide a framework for discussing ethical conflicts is disproportionately low. 5 Clinical Ethics Committees (CECs) as an institutional frame for clinical ethics consultation have been increasingly implemented in Germany, primarily in nonacademic, confessional hospitals, in order to mediate ethical conflicts. 3, 6 Their helpfulness in solving ethical conflicts and what fosters or hinders their work has yet to be studied more extensively. 7 Despite being generally regarded as necessary and helpful, some authors describe possible objections of physicians toward a CEC, including being seen as redundant because ethics are already discussed on the wards and concerns that the CEC might exert pressure on physicians but not take responsibility. 8, 9 Nevertheless, these possible objections are not explored empirically.
At a university hospital, a CEC was implemented in 2010 after a 2-year preparation phase. This interdisciplinary body offers ethics case discussions for all hospital departments. Its implementation process alternately followed a bottom-up as well as a top-down approach. With this strategy, staff and management of different hierarchical levels were involved, which is important in achieving broad endorsement. 10 To consider the needs with respect to ethics consultation and to increase the acceptance of the CEC by staff, the implementation process was accompanied by a two-step research project.
The aim of the project was to explore experiences of staff with ethical conflicts to determine the subjective need of ethics consultation, as well as expectations and objections toward formalized ethics consultation. In the first step, a qualitative analysis of the assessed expectations and objections was conducted. According to these results, HCPs expected competent support, structural integration, case-related ethical reflection, an objective, confidential setting, recommendation of procedures, and case reports. Objections were found regarding lack of impact on clinical everyday routine, problems in implementation, lack of caserelated competence, lack of professional attitude and fear of the CEC seeking control over clinical decisionmaking. 10 In this article, we focus on frequency of ethical conflicts and perceived importance of ethical issues as well as frequency of objections and expectations toward a CEC. We also explore differences between professions using a quantitative, explorative approach.
Methods

Ethical issues
Since no patient data was involved and participation was voluntary and anonymous, the University Medical Center Research Ethics Committee decided that no formal ethical review was required.
Data collection
From January to June 2010, all staff members working at our university hospital were invited to take part in the study. During three prelaunch information sessions, potential participants were informed about the aim of the CEC and procedural aspects and invited to take part in the accompanying study. Additionally, all departmental directors were informed about the study via hospital email. After a few weeks, invited staff were reminded through informal visits of the researcher on the wards. Participation was voluntary and data sheets were collected anonymously by either returning them into a box placed in wards or at the end of information sessions, or by sending them back in an unmarked envelope.
The CEC study questionnaire was divided into two major parts of closed and open questions. Details of the questionnaire can be found in Figure 1 . The first part was based on a questionnaire developed by Neitzke. 6 Participants were asked whether and how often they had experienced ethical conflicts in their work environment during the past 12 months and how important ethical issues are and should be rated by different professions in their work environment. Participants were also asked whether and how often they had discussed ethical issues with others. Similar to Neitzke, we did not predefine ethical conflicts in our questionnaire as we wanted to assess the necessity of ethics consultation based on subjectively perceived situations of ethical conflicts. 6 In the second part, the participants were encouraged to describe their expectations, wishes, and objections regarding the implementation of a CEC in their own words. Demographic characteristics (gender, age and clinical profession) and whether participants had previous experiences with a CEC were assessed in the last part.
The answers to the open questions were analyzed using content analysis. The essences of all free text answers were identified by text reduction technique (coding). Subsequently, similar codes were amalgamated through abstraction, and main categories were derived (see introduction). 11 Since the questions regarding expectations and wishes toward a CEC produced similar statements, they were analyzed as one system of categories.
In this article, we analyzed the frequency of objections and expectations toward CECs and focused on accordance and discordance between physicians and nurses as the main actors within decision-making processes.
Statistical analysis
In order to facilitate the interpretation of numerical data and due to the small sample size, we categorized the 10-step scales into three groups: ethical issues regarded as not important (1-3), somewhat important (4-7) and very important (8-10) to nurses or physicians. As we wanted to know to what extent individuals judge the relevance of ethical issues unequally for the different professions, we combined the respective items for physicians and nurses (item 2a and 2b) per individual. Rating of importance to physicians was subtracted from rating of importance for nurses for each respondent. Large differences indicated a greater importance of ethical issues to physicians (defined as À10 to À4) or nurses (4) (5) (6) (7) (8) (9) (10) . Equal values or low differences, indicating a similar relevance of ethical issues to both professions, were defined as the range from À3 to 3. According to the intent of an exploratory analysis, we did not test for significance. Descriptive statistical analysis was performed using PASW Statistics 18, Release Version 18.0.0 (SPSS Inc., 2009, Chicago, IL, www.spss.com).
Results
Sample
In total, 30 physicians (25.6%) and 71 nurses (60.7%) responded to 750 questionnaires (response rate ¼ 13.5%). Since only 12 members of other professions (three working in administration, five social workers/spiritual care providers, and four medical students) answered the questionnaire, they were not included in the analysis.
Nurses were predominantly female and older than physicians, while physicians were mostly male. Table 1 shows the demographic characteristics in detail.
Previous experiences with ethical conflicts and customs
About one-quarter of the respondents, more nurses than physicians, attended one of the preceding information events. The majority of the participants reported no previous experience with any form of ethics 
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Nursing Ethics 20 (7) 774 (Table 1) . Nevertheless, the vast majority had experienced ethical conflicts within their working environment during the past year, almost half of them even weekly or daily ( Table 2 ). As shown in Table 2 as well as Figures 2 and 3, ethical issues were considered to be very important to nurses (mean ¼ 7.32; standard deviation (SD) ¼ 1.91) by more than half of the participants, while less than a quarter rated them as being very important to physicians ( Figure 3 , mean ¼ 5.43; SD ¼ 2.37) but were overall considered to be very or rather important to both fields. Especially nurses considered ethical issues to be of more relevance to themselves than to physicians. More than a third of the nurses claimed a higher significance of ethical issues to their own profession than to physicians (mean difference of ratings ¼ 1.89, SD ¼ 2.36; physicians: mean ¼ 0.4, SD ¼ 1.79; nurses: mean ¼ 2.54, SD ¼ 2.29). These differences seem to be independent of gender differences, as Figures 2 and 3 imply. No participant estimated ethical issues to be of higher importance to physicians than to nurses. Moreover, a quarter of nurses and even 10% of physicians noted that physicians might consider ethical reflection unimportant. Nevertheless, participants agreed strongly that the deliberation of ethical issues should be given more weight in their working environment, with no difference between professions (mean rating ¼ 8.86; SD ¼ 1.95).
Ethical conflicts were discussed within one's own profession on a regular basis, that is at least weekly (physicians ¼ 53.3%, nurses ¼ 60.6%), but much more infrequently with other team professions (weekly to daily: physicians ¼ 46.7%, nurses ¼ 33.8%). Senior staff were only rarely involved; most participants (65.3%) reported discussing ethical conflicts with them once a month at the very most. More nurses (40.8%) than physicians (30.0%) discussed ethical conflicts with friends or family on a regular basis, that is, weekly or daily. A high percentage of nurses or doctors stated that they never discussed ethical conflicts with psychologists or spiritual care providers (42.6%) or with professional team supervisors (physicians ¼ 80.0%, nurses ¼ 60.6%).
Expectations and objections
One in seven participants stated they had no specific expectations toward ethics consultation or even were pessimistic about the possibility of changing clinical conditions. However, physicians showed higher percentages of pessimism than nurses (Table 3) . About half of the participants, and a higher ratio of nurses than physicians expected ''competent support'' with respect to ethical conflicts, juridical questions, or interprofessional communication, even including formats similar to team supervision. The need for ''structural integration'' of ethics consultations into day-to-day work, ''easy accessibility,'' and ''reports on discussed cases'' were mentioned by nurses more often. ''Case related ethical reflections,'' an ''objective, confidential setting'' and ''recommendation of procedures,'' however, were mentioned to the same extent by both professions (Table 3) . Also a number of objections were reported: it was assumed predominantly by nurses that ethics consultation would have no impact on clinical practice. About one-third of the participants, a higher ratio of physicians than of nurses, explicitly mentioned having no objections at all. Only a few participants expected problems in the implementation process or a lack of medical or ethical competence or professional attitude. Some felt that the CEC could be misused in order to have an influence on clinical decision-making and exert quality control, thus diminishing one's own decisional autonomy (Table 4) .
Discussion
On the basis of 101 questionnaires, completed by nurses and physicians working at a university hospital, we studied their experiences with ethical conflicts and their expectations and objections toward a CEC. The analysis showed differences between the professional groups. Although both groups agreed on the importance of ethical issues in day-to-day work, nurses seemed to expect support from a CEC more often than physicians. Importance of ethical issues rated on a 10-step verbal rating scale (1-10).
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Perspectives on ethical conflicts
The results of this study showed a high frequency of ethical conflicts. This is in contrast to studies that found a low frequency of ethical dilemmas for physicians, as well as a low frequency of ethical conflicts and moderate levels of moral distress for nurses. 12, 13 This discrepancy might be due to the fact that participation in our study was probably based on experiences of conflicts and a general or specific interest in ethical issues; those who answered were likely to be especially aware of ethical issues. However, the results also show a critical perspective on ethics consultation.
Overall, there seems to be a perspective on ethical issues that is related to the professional background: Although experiencing the same quantity of ethical conflicts, physicians and nurses estimated the relevance of ethical issues for both professions differently. Nurses did not believe ethical issues to be of the same importance to physicians as to themselves; physicians, however, believed ethical issues to be of the same high importance for them as for nurses. This phenomenon is in line with other national and international studies. 6, 14 The different roles of physicians and nurses result in specific professional perspectives and actions: physicians focus predominantly on their obligation to save life and the possible legal consequences of their decisions and actions. 15 The physician is expected to make the right decision, even if the next therapeutical step is not obvious in a specific case. 16 From the nurses' perspectives, physicians seem to act according to their own ethical values rather than to those of the patient, and therefore do not identify conflicting values. 16 This implicit accusation of insensitivity does not take into account that physicians have to integrate medical needs, the patients' demands for autonomy and the nurses' requirements against the background of their responsibility for treatment decisions. 9 The underlying reason for the diverging perspective of nurses might be a long-lasting and still existing consequence of a tendency in nurses' education to perceive physicians as technicians without moral commitment or holistic view. 17, 18 Communicational aspects Physicians as well as nurses discussed ethical conflicts most frequently with colleagues from their own profession. Interestingly, physicians reported discussing ethical conflicts with other team members, that is nurses, more often than vice versa. A possible explanation is the different concepts of ''discussion'' in a clinical context, for example, informing the team about already made decisions as compared to debating underlying problems with others. This may leave nurses with uncertainty as to why and how a course of action has been taken. 16 The different perception of communication is not a new phenomenon. As Thomas et al. 19 already stated in 2003, physicians rate nurse-physician communication in an intensive care unit better than nurses do. Nurses in the same clinical context also seem to be less satisfied with decision-making and interprofessional cooperation than physicians. 20, 21 Underlying reasons could be (a) difficulties for nurses to speak up, (b) inappropriate solving of disagreements, (c) missing impact on decision-making and (d) nursing input not being well received, as reported by nurses. 19 Furthermore, studies showed that, while nurses identified frequent conflicts with physicians, physicians did not mention ethical conflicts with nurses at all. 16, 22 As reported by Oberle and Hughes, nurses experienced moral distress because of their inability to influence decisions and courses of action, which can subsequently lead to conflicts with doctors. The authors also stated that, while physicians tended to question themselves, nurses questioned predominantly physicians. 16 On the background of the above-mentioned problems in communication between physicians and nurses, it is reasonable that nurses consider team communication as a main source of everyday conflict, while physicians focus on decisions and responsibility, as reported by Neitzke. 6 Research suggests that nurses feel they have an increasing influence on their practice environment(s) if they are involved in decisionmaking processes by means of discussing ethical dilemmas. 23 It can be assumed that some perceived ethical conflicts are in fact conflicts in communication. A Swedish study on ethical case discussions showed that interprofessional communication was a major topic of these discussions. 24 Although this is not the primary goal of ethics consultations, the mediated communication finally helped clinicians to understand each other's point of view. 24 
Expectations and objections toward a CEC
Although ethical conflicts seem to be a frequent issue in everyday work for nurses as well as physicians, we found profession-specific differences in expectations and objections concerning functions of and support by a CEC.
The majority of both professions expected a CEC to deliver subject-specific competent support. The fact that nurses stated this category more often than physicians might be related to the above-mentioned difficulties in communication perceived by nurses. It may indicate a higher need for ethical support, at least as perceived by the nurses themselves. This need is reflected in the nurses' objection that the CEC may not have enough impact on daily practice. The wish for structural integration of ethics consultations, however, shows that nurses are planning to engage the assistance of the CEC. It was shown that an experienced ethical conflict, which is not brought to the committee, can cause even more moral distress. 25 Therefore, easy access is required and can also encourage nurses to involve the CEC, as there is generally low utilization of ethics committees by nurses. 26 The foci, specific to professions, on communicative support are also specified in the objections, that is, ''lack of case-related competence'' and ''lack of professional attitude''. The percentage of statements implies that nurses need more case-related and comprehensive support, whereas physicians prefer objective and factual discussions. Interestingly, the objections described by Slowther et al. 8 and Dörries 9 are only partly reflected in our results. Especially the high relevance of ''fear of institutional control'' was not empirically confirmed.
Overall, physicians stated fewer expectations and objections toward CECs than nurses. Probable explanations are a lack of confidence in a practical effect or a lack of belief in the necessity of ethics consultation, although this was rarely mentioned explicitly.
These important professional specifications and perspectives have to be taken into consideration by CEC members when working with clinical personnel. Furthermore, the implementation process of the CEC can benefit from an extensive information campaign that fosters acceptance and deals with the HCPs' objections against ethics consultations.
Limitations
The aim of this study was not to specify the underlying reasons and consequences of ethical conflicts. Therefore, detailed data is lacking about the nature of reported conflicts, if and how they are resolved, and whether they cause burden to the participants. The focus was rather on the perceived frequency of ethical conflicts, with whom HCPs talk about these topics and HCPs' attitudes toward a CEC. As studies showed, a high frequency of ethical conflicts does not inevitably imply a high burden for HCPs or a high need for ethics consultations. 27 Nevertheless, our results suggest a high need for clinical ethics consultations, especially from the nurses' perspective. The design of this study and the limited data do not allow assumptions on possible influences of experiences with ethical conflicts on attitudes toward ethics consultations. The response rate was low, though it is in line with a study that used a similar approach. 6 Although this suggests a selective sampling bias, the participants of this study might be especially interested in ethical issues and therefore be more likely to use ethics consultation in future day-to-day practice as compared to other colleagues. Although all staff members were asked to participate, respondents from professions other than physicians and nurses were rare. While healthcare systems differ between countries and are difficult to compare, studies mentioned in this article suggest that our results are not limited to Germany.
Conclusion
Physicians bear the responsibility for medical treatment decisions while facing various restraints. Nurses are obliged to conduct these given medical orders while being in close contact with the patient concerned. Consequently, ethical aspects of medical decision making need to be discussed not only with the patient and his or her relatives but also with all team members. This communication process might be hindered by internal hierarchy. Involving nurses in the ethical discourse could help to empower their roles in ethical decision-making. CECs can furthermore support a structured decision-making process that could help to save time and to reduce stress. Moreover, structured ethical discussions are able to improve team communication while maintaining physicians' ethical responsibility. 9 In day-to-day practice, ethics consultation needs to focus not only on the interests of the patient and on moral values but also on internal communication processes within a team that experiences ethical conflicts from different perspectives. Despite the described discrepancies between professions, there seems to be a common goal to provide healthcare of high quality and to be able to deal with ethical conflicts.
Practice implications and future research
One of the major causes for criticism of CECs is lack of utilization. When implementing, developing and evaluating a CEC, one needs to acknowledge that there are several and severe objections of hospital staff toward ethics consultation. Obstacles toward utilization of CECs can furthermore originate from hospitals' underlying hierarchical structures. In a top-down process, all professionals working in a hospital should therefore be encouraged to initiate ethics consultation when experiencing ethical conflicts.
A qualitative evaluation of the cases discussed in ethics consultations was initiated, in order to further deepen our understanding of perceived ethical conflicts and group processes in medical decision-making. Research on clinical ethics consultations can profit from both qualitative and quantitative research methods that identify meanings and structures in depth as well as differences between groups. Future research on the work of CECs should not only focus on discussed cases. Conflicts that are not subject to formalized ethics consultation can provide valuable information about possible barriers to these consultations. Finally, the role of other HCPs, such as social workers or physiotherapists, in ethical conflict solving needs further investigation.
